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SSUUPPPPOORRTT  BBRROOKKEERRAAGGEE  SSEELLEECCTTIIOONN  FFOORRMM    

TO SELF-DIRECT WAIVER SERVICES 

 
 

 ABI   ADULT DD   CHILD DD 

    

Name of Person 

Needing Services:            

(First)  (Last) 

Name of Legal Guardian 

of Person Needing Services:  
 

I, the undersigned person served and/or guardian, hereby indicate that I have received a 

current roster of the enrolled Support Brokers serving my area. 
 

I have chosen      who works at                                         

(Provider Number     ) to act as my Support Broker to assist in the 

Self-Directing process, including assistance with hiring and firing of employees and budget 

utilization including the review and approval of employee timesheets. I understand I can choose 

a different Support Broker at a later date.  
 

Date of Selection:       
 

Signature(s) of Person Needing 

Services or Legal Guardian:         

                                                                                                                                                   

Signature of Support Broker:             

 

Support Broker’s Email Address:                                                                                                                                 

  

Please complete this form and mail or fax to: 

 

 NAME             

 ADDRESS            

 CITY        ST  ZIP   

 FAX             


